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Ruptured axillary pseudoaneurysm from chronic 
shoulder dislocation 
To the Editors: 
Injury to the axillary artery from blunt trauma is rare 
but can result in either hemorrhage or ischemia. Traumatic 
pseudoaneurysm in association with chronic shoulder dis- 
location is even more rare and can pose a significant 
technical challenge in the setting of acute rupture. 
CASE REPORT 
A 78-year-old woman with a 2-year history of chronic 
left shoulder dislocation came to the emergency room; she 
had had pain and progressive swelling of the left shoulder 
and arm for approximately 12 hours. A pulsatile mass 
involving the entire left supraclavicular area associated with 
massive swelling and venous congestion of the left arm was 
evident. Arterial pulsations were normal. Vital signs were 
normal. 
A ruptured subclavian artery aneurysm was suspected. 
An arteriogram demonstrated a ruptured pseudoaneurysm 
of the proximal axillary artery with extravasation f contrast 
into a large pseudoaneurysm cavity (Fig. 1). 
The patient was taken to the operating room, where a 
#5 Fogarty catheter was passed from a proximal brachial 
artery cutdown retrograde through the axillary artery to the 
distal subclavian artery for balloon occlusion and proximal 
arterial control (Fig. 2). The hematoma cavity was ap- 
proached irectly through a subclavicular incision. A large 
amount of fresh thrombus and lesser amounts of chronic 
thrombus surrounded the axillary artery. Within the he- 
matoma cavity was the chronically traumatized axillary ar- 
tery and the free-floating head of the humerus. The axillary 
artery was of poor quality as a result of chronic trauma nd 
atherosclerotic disease. A relatively long segment was in- 
volved and was not suitable for a simple primary repair. The 
6-mm ringed polytetrafluoroethylene (PTFE) graft was 
taken from the distal subclavian artery to the proximal bra- 
chial artery and tunneled around the hematoma cavity so as 
to avoid any contact with the dislocated, highly mobile hu- 
meral head. The reconstruction functioned well, and there 
were no complications. The dislocation was not definitively 
treated. The patient had an unremarkable postoperative 
course but died of cardiac disease 8 months later. At the time 
of death, the graft was functioning. 
D ISCUSSION 
The association ofaxillary-subclavian artery injury with 
dislocation of the shoulder was first reported by Guibe in 
Fig. 1. Arch aortogram demonstrates ruptured left axil- 
lary artery pseudoaneurysm with large hematoma cavity. 
1911.1 Most cases have involved laceration or trauma of the 
artery just distal to the subscapular tery with hemorrhage 
and ischemia caused by distal thrombosis; most were 
repaired with end-to-end anastomosis. Pseudoaneurysm 
associated with shoulder dislocation has been related to 
traumatic disruption of side-branch vessels of the axillary 
artery resulting in a "side hole" rather than a transection. 24
Our patient had a "side hole" that appears to have been 
caused by a similar mechanism. The bony erosion of the 
clavicle in association with the pseudoaneurysm cavity 
indicated that the pseudoaneurysm hadbeen present for a 
relatively ong period of time before secondary upture. The 
head of the humerus was also partially eroded and rough- 
ened. This erosion combined with its hypermobility in the 
pseudoaneurysm cavity adjacent to the artery necessitated 
bypass of the area involved. 
Repair of the lesion was greatly simplified by retrograde 
placement of a Fogarty balloon with fluoroscopic ontrol 
and was easily performed through a high brachial artery 
cutdown site, which then served as a distal outflow site for 
the bypass. This repair could also be accomplished percu- 
taneously with a guidewire and angioplasty balloon; at least 
one earlier report used this approachfi The recent interest in 
stent grafts for the treatment of traumatic arteriovenous 
fistulae and pseudoaneurysms is a further extension of this 
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Fig. 2. Intraluminal vascular control using #5 Fogarty catheter passed retrograde from distal 
axillary artery. 
concept; however, the long-term durability of these intra- 
vascular prosthesis needs to be determined. 
In this case, a PTFE graft was used because vein graft 
was not available. It worked well, but long-term follow-up 
was not possible because the patient died 8 months later. 
Both vein and PTFE grafts have been used successfully in 
the axillary position. 
Paul M. Orecchia, MD 
David Calcagno, MD 
Richard A. Razzino, MD 
Department ofSurgery 
Division of Vascular Surgery 
Pinnacle Health at Polyclinic Hospital 
Harrisburg, Pa. 
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Regarding "Report ing  standards in venous disease: 
An update" 
To the Editors: 
We read with interest he recent article "Reporting 
standards in venous disease: An update" by Porter et al. 
(~ Vasc Surg 1995;21:635-45). In this articlc, which is one 
of the dominant papers on this subject, the authors report 
the risk factors and predisposing conditions in deep venous 
thrombosis (DVT) of the lower extremity and document 
risk scores. 
We are sorry to state that Behqet's yndrome was not 
mentioned as one of the predisposing conditions in this 
report. Behqet's disease is not a rare disease, especially in the 
Middle East and Japan. It is known that Behget's disease is 
a vasculitis with multiple organ involvement; its cause, 
however, is unl~aown. It is characterized with classic triad of 
oral mucosa, skin, and eye involvement. Vascular involve- 
ment rate is between 7% and 29% in the literature. 1 Kuzu et 
al. reported 1200 cases of Behqet's disease with 14.4% 
venous and 1.6% arterial involvement. Lower extremity 
DVT is also reported as 12.8% in the same series. 
Among the 63 DVT patients in our clinic, Behqet's 
disease complication was diagnosed in three young men. 
Behqet's disease is one of the causes of hypercoagula- 
bility. 2, Disease can be onset with vascular complications 
instead of classic triad.3 Venous complications are dominant 
in the vascular involvement. Vena cava inferior, vena cava 
superior, upper extremity, and cerebral sinus thrombosis are 
seen as well as lower extremity thrombosis. 1 
We believe that Behget's disease must be considered as 
one of the etiologic factors and predisposing conditions in 
the Report of the Venous Disease Consensus Committee. 
Hasan Sunar, MD 
Yener Ydriik, MD 
Department ofThoracic and Cardiovascular Surgery 
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Reply 
To the Editors: 
I thank Drs. Sunar and YSrfik for calling to our attention 
the above-detailed information on Behqet's disease. This 
points out the classic dilemma faced by the authors of a 
consensus document attempting to strike balance between 
sufficient detail to be useful and becoming bogged down in 
minutiae. 
Behqet's disease is clearly endemic in Turkey, and 
remarkable series have been published indicating that 
